POST-OPERATIVE ENTERITIS
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Senior Lecturer in Surgery, Surgical Professorial Unit, St. Thomas's Hospital Transient intestinal symptoms, such as colic, flatulence and diarrhoea, are common following any operation, particularly one in which the bowels are handled. This is due to disordered peristalsis of loops recovering from a period of inactivity. In the early stages of recovery the segmenting contractions of the small intestine predominate over the more highly organised propulsive waves and produce static collections of fluid (Devine, 1948) . In some cases of recovering paralytic ileus and following vagotomy the diarrhoea is more marked and appears to be caused by multiplication of bacteria in these collections whose passage down the intestinal tract produces an acute irritation of the small bowel. Once the reservoir of infected fluid has been obliterated the latter tends to settle.
There is, however, another form of postoperation diarrhoea, which is of varying severity, but may occasionally be so catastrophic as to cause death within a few hours, and which may for want of a better name be known as necrotizing enteritis from the effect produced on the mucosa of the small intestine.
This condition, while not very common, may follow any operation, but more usually one on the intestines, in particular the stomach, and is a definite source of mortality and morbidity. Necrotizing enteritis has been described as an occasional complication for many years (Finney, I893; Riedel, I902), but lately it has roused much more interest and large numbers of cases have been reported (Dixon and Weismann, I948; Williams and Pullan, 1953; Terplan, 1953 (Hansboro, I953) . The presence of bowel sounds and the rising haematocrit (Weber, 1955) In all reports where sensitivities have been done, the organism is insensitive to the antibiotics with which the patient has been treated.
Other organisms are sometimes encountered, such as a-Haemolytic (Williams and Pullan, 1953) or [ Haemolytic (Speare, 1954) Any measure of prophylaxis implies a discussion of the aetiology. This is still obscure. The theory that it is due to anoxia and subsequent necrosis of the mucous membrane due to hypotension during the operation (Penner et al. I939 and 1948) , cannot be maintained since all recent observers confirm that in the majority of cases the operation went smoothly and there was no shock, until after the condition of necrotizing enteritis had started.
Post-operative necrotizing enteritis has occurred in both sexes and at all ages. In this hospital, the majority of cases have followed operations on the stomach, but we have seen it following operations on the colon, appendicectomy for acute appendicitis, hysterectomy and after a peripheral arterial graft. It has been reported following other operations not involving the abdomen such as radical mastectomy.
An analogous condition, with certain differences in the post-mortem appearances, probably due to the longer survival of the cases occurred spontaneously in mal nourished subjects in occupied Germany after the 1939-45 war (Fick and Wolken, 1949) . This was said to be due to a toxin elaborated by colstridium Welchii Type F (Zeissler and Rassfeld-Sternberg, I949), but convincing confirmatory evidence is lacking.
It would also appear that in some of the cases of fulminating diarrhoea following intensive or prolonged widespectrum antibiotic therapy, similar pathological changes may occur. Such patients have passed a slough or cast of the mucous membrane which is similar to that seen in post-operative necrotizing enteritis, and the course of the disease is analagous (Nyphus, I954; Williams, E., 1954) . In cases coming to post-mortem the appearance may be indentical (Friedell and Paige, I954) . In these cases it is found that the stools contain large numbers-often in almost pure culture, of staphylococci aureus which are resistant to the antibiotics with which the patient has been treated. In 
